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ABSTRACT

Despite a rapid expansion in the understanding of the incidence and effects of child-
hood sexual abuse in the mental health disciplines, health care disciplines have only
begun to look at the effect of an abuse history on women'’s health. Little is lnoun from
research about its influence on a woman's gynecology care or childbearing experience.
The literature across disciplines advocates for routine screening for history of childhood
sexual abuse. Asking about childhood sexual abuse will benefit wormen who have been
abused and wili help build a database from which to gain clinical knowledge about their
care. This review presents clinical reason: 10 screen, discusses barmiers and benefits, and
em es manageable ways 1o incorporate asking about childhood sexual abuse into

practice

Over the last decade, many articles
and presentations have drawn our at-
tention to the impact of childhood
sexual abuse on women’s health (1-
18). Repeatedly, the literature in
health care disciplines has advocated
routine screening for past and current
abuse (1-3, 5, 12, 14, 18-20). The
arguments for having health care
providers screen for history of child-
hood sexual abuse parallel argu-
ments in the mental health literature
also urging psychotherapists to
screen their clients (21-25). Re-
search and clinical experience, as will
be discussed, show that the problem
is widespread and that many of our
clients’ presenting problems or diffi-
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culties in the childbearing year may
stem from prior abuse. Prognosis for
improvement in physical and psy-
chological well-being is poor if we do
not know the cause of the problem.
Still, many providers hesitate to ask
women if they have ever been
abused. A review of the literature in-
dicates how asking about a histery of
childhood sexual abuse is clinically
important, examines barriers to ask-
ing, reassures us that it surely is better
to ask than not to ask, and suggests
manageable approaches to including
such content in the visit.

CLINICAL REASONS TO SCREEN

Epidemiclogical studies suggest that
between 15% and 38% of women in
the general population have had un-
wanted sexual contact before 18
years of age (1, 26-28). Research on

the sequelae of abuse shows a con-
stellation of long-term effects that
vary in prevalence and in severity.
Mental health problems include de-
pression, anxiety, low self-esteem,
repeated victimization, self-des-
tructive behavior, substance abuse,
sexual dysfunction, difficulties in inti-
mate relationships, difficulties trust-
ing, chronic tension, eating disorders,
and symptoms of post-traumatic
stress disorder (21-23, 29-31).
Physical problems include chronic
headaches, pelvic pain, dyspareunia,
vaginismus, urogenital or gastrointes-
tinal complaints, sleep disorders, and
possibly severe premenstrual syn-
drome (1, 4, 19, 32, 33). Abusive
sexual contact that involves penetra-
tion can cause tissue damage and
scarring, infection, and pregnancy,
thus increasing gynecological risk fac-
tors.

Researchers and providers have
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only begn 10 explore the mpact of
past abwse on body imsage, soif-care,
and the woman’s experience of preg-
nancy, labor and birth, breast-
feading, postparkan depression, and
adaptaion 0 motherhood (2, 4-6,
15-17, 34, 35).

There is anecdotal evidenoe and
recent research to verify that a
women with 2 history of childhood
sexaral abuse may experience physi-
cal exams and diagnostic or treat-
ment procedures as intrusive and
traumatic. She may zvoid routine gy-
necological exams and needed care.
She also may fear (or it may have
been her experience in the past) that
exams or procedures, birth, or
breast-feeding will trigger flashbacks
or body memories or thai she will
lose control and be embarrassed (2,
4,5,7-9, 12, 15, 32, 36). The power
dymamics and other aspects of her
labor and birth experience may par-
altel those of an abusive relationship
{10, 16). For example, she may feel
unable to object to the actions of a
provider whose interpersonal style is
authoritarian or “‘fatherly.”” Being
told to “just relax™ or *‘stop making
so much noise” in childbirth may
trigger memories of similar com-
mands during an episode of abuse.
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we know that the client has been
abused, we can increase her comfort,
control, and power by asking her
how we can adapt our practice to
meet her needs. This way, our care
will not be traumatic to her or a re-
enactment of abuse and may, in fact,
decrease her alienation from her
body (7). (Holz [5] outlines ways to
approach a well-woman visit with a
survivor.} The long-term relationship
formed for matemity care provides
an opportunity to mutually develop a
plan of care for the childbearing year.
Such a plan needs to address special
needs the pregnant woman may
have for labor support and parenting
support, and it needs to provide her
with time to talk about her feelings all
along the way. Finally, if we know
that she has been abused, we should
ask if she needs a psychological
counseling referral to facilitate her re-
covery. During the emotionally
charged childbearing year, she may
especially benefit from the knowl-
edgeable support of a therapist who
freats survivors (1, 4, 15). This psy-
chologist or social worker can also be
a valuable resource person for the
nurse-midwife.

BARRIERS TO SCREENING

Given the number of women with
this history and the potential impact
of abuse on their health, it is surpris-
ing that more women’s hezalth pro-
viders do not include questions about
sexual abuse in their history taking.
There are many possible explana-
tions for why routine, universal

screening has not been incorporated
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tor-of-fact way. The incidence of his-
tory of childhood sexual abuse
among heipning professionals—
including nurses and phbysicians—
may be higher than in the general
population, which means that nearly
half of us may be burdened with
long-term effects of our own that we
may fear bringing to the discusgion
(42). We may be concemed that ask-
ing will provoke an emotional re-
sponse that we are not prepared o
manage. Nevertheless, there are
many clinical reasons why we should
ask about prior abuse. There are also
abundant statements in the literatire
that should encourage and support
our efforts to incorporate this assess-
ment into practice.

SUPPORT FOR SCREENING

The feminist psychiatrist Judith Her-
man (23) reassures us: ‘‘Asking
about incest is like asking about any
other taboo subject, such as alcohol-
ism, violence, or suicide. If the [clini-
cian) is reasonably comfortable pos-
ing the question, the patient will be
comfortable answering it” Several
studies that evaluated subjects’ re-
sponse to being questioned for re-
search purposes assure us thai the
majority of survivors do not mind be-
ing asked (19, 39, 41). Felitti's pri-
mary care screening study (19} re-
vealed that more than 90% of the
participants who had been abused
had never been asked before. Only
3% of the abused participants te-
sponded angrily about being asked.
Of Russell's {39) 152 research sub-
jects who had experienced incestu-

ous abuse, 64% were judged by the



ing,” and only 3% “‘unwilling.”
When askad how comfortable they
felt answering the questions, 51% of
the subjects answered “very comfort-
able,’ 27% answered '‘somewhat
comdfortable,” and 6% *‘very uncom-
fortable.”

A recent study by Robohm and
Buttenheim {12) looked spectfically
at the issue of survivor disclosure to
aynecalogy providers. Among the 44
survivor and 30 nonabused respon-
dents who answered survey items
about their experiences of disclosure,
84% said they had never been asked
about a history of sexual abuse or
assault by any gynecology care pro-
vider. When asked if they think that
providers should ask, 93% of the sur-
vivors and 96% of the nonabused re-
spondents said “yes” or ‘it de-
pends,” and 65% of the survivors
gave an unqualified “yes.”

It may boost our resolve to take
the risk and ask if we realize that, far
from harming the woman—and
aside from any improvement in her
experience of our care—merely ask-
ing the question may help her. Lister
(25) addresses the traumagenic effect
of the secrecy of childhood sexual
abuse and states that giving permis-
sion to break the secrecy can be a
powerful intervention and an aid to
healing. As Herman stated in her
classic book, Father-Daughter Incest
(23), “Direct questioning can be a
great boon to patients who are trou-
bled by their incest experience but
who do not dare to raise the issue
themselves. Over and over we have
heard the testimony of victims who
longed for the opportunity to talk
about their experiences with a help-
ing person and who waited in vain to
be asked.”

Many women who have been sex-
ually abused are strong, have well-
developed coping mechanisms, and
may have benefited from some mea-
sure of healing (43). Others may suf-
fer from a range of psychological se-
quelae, all the way from multiple per-
sonality disorder to addiction 1o

compuisive overachievernent Antic-
ipating a qynecological exam may
not cause a UIVivor any more con-
cem than it causes anyone else. On
the other hand, it may cause her a
range of feelings, from mild concem
about how the nurse-midwile will
treat her, to worrying about how she
will tolerate the exam, to anxiety bor-
dering on a panic attack. When
asked abowt sexual abuse, the survi-
vor might answer that she has an
abuse history but that it does not
cause any major problems for her
now. Or the nurse-midwife might en-
counter a fragile woman already ex-
periencing considerable anxiety who
becomes upset.

Evcking a strong emotional re-
sponse to the screening question
might seem like the worst thing that
could happen. But, it is not. It would
be worse not to ask and to proceed
with an exam that itself may cause a
strong response.

With the history information, the
nurse-midwife can provide emo-
tional support and address the wom-
an’s particular concems. If the exam
is difficult for her, at least both people
know what is going on. Problem-
solving is focused on how to help
rather than on frying to figure out
what the problem is.

Without the history information,
the emotional impact of the exam on
the woman may be evident, but it will
be more difficult for the nurse-
midwife to respond appropriately if
she or he does not know the reason
for the reaction. The emotional im-
pact of the exam also may not be
evident. It may happen more fre-
guently than we know that the
woman will suffer the feelings with-
out any obvious affect, and the
nurse-midwife will never be aware
{12}. At best, it will have been a
missed opportunity for care, mutual
safisfaction, and healing. At worst, it
will have been a trigger for anger,
anxiety, and manifestations of post-
raumatic stress and a retraumatiza-
tion (7-9, 17, 36). Asking the ques-

tion communicates therapeutic mes-
sages: She is not the only one. We
are open to lmowing about her ex-
perience and its impact

APPROACHES TO ASKING

In Robohm and Buttenheim’s study
{12), it was found that those who had
been abused wanted to be ashed, but
only if certain conditions were met.
They expressed concems that the in-
formation be confidential, that they
be asked while they were siill fully
clothed, and that the provider be
“sensitive and knowledgeable about
sexual abuse and its effects.” Many
of the survivor respondents who felt
that the question should be asked re-
ported that they felt unable to bring
up the topic themselves. Others
staied that they feared that providers
who did not ask could not under-
stand their experience or would not
be prepared to hear about their ex-
perience.

Of course, the screening question
may lead to more than a “‘ves” or
“no”" answer. We need to be willing
to show acceptance and empathy as
we listen. The situation may indicate
that further assessment would be ap-
propriate. It is useful to see that in
Courtois’ initial 1980 study (41}, in
which survivors discussed the abuse
in some detail, the women indicated
that the brief opportunity to talk
about their history was therapeutic.

We may have concems that the
scheduling constraints for gynecol-
ogy appointments do not allow for
time to talk about this issue. Cer-
tainly, on any given day, we rmay not
feel emotionally available to deal
with this information empathetically.
Even with these constraints, it is still
possible to ask questions in a way
that balances the needs of the client
and the caregiver. One way to do this
is to frame the question so that it lim-
its the response to the context of the
gynecology exam, for example, “'Is
there anything about your past expe-
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dences that makes this peatic-
ukarly diliogt for you?” with a follosw-
up question, “What can | do to make
it easier for you?" (Robohen JS, per-
sonal communication). We may
need to offer w0 schedule an add-
tional appointment i order to have
enough time for someone who really
needs to talk abott her concerns be-
fore being examine.d. A more open-
ended question can be reserved for
circumstances in which we are likely
to have an on-going relationship with
the woman and in which the impact
of childhood sexual abuse will need
to be explored in more depth, such
as at an initial prenatal visit. In this
contexd, there is usually more time to
devote to listening to how the
woman thinks her history may affect
her pregnancy and our care for her.

The screening question may also
lead to a ‘no’ answer from a woman
who indeed was abused. She may be
unaware of her history because she is
among the survivors of abuse who
repressed knowledge of the eventsin
order to cope (30, 31, 44, 45). Even
if she is aware of prior abuse, she
may not trust yet or feel prepared to
reveal such a personal matter at that
moment, but she may bring it up
again later {1, 3). At least, she knows
that her nurse-midwife is approach-
able and willing to listen.

Finally, we need not reinvent the
wheel if this line of questioning is new
to us. Several authors outline expicit
but nonthreatening wording for
screening questions (5, 43, 46).
“Were you ever sexually abused as a
child?" is one simple way to ask.
However, some women will not
equate what happened to them with
the societal label *'sexual abuse™ (let
alone “incest’”). A question that fo-
cuses on her perception may be bet-
ter. For example, ‘Did you have any
unwanted sexual expetiences when
vou were a child?” Each of us will
need to try a few different scripts for
asking until we find one that is ap-
propriate and comforiable. Although
a written quesiion on an intake his-

ay jorm might seem less threaten-
ing, face-t0-face Inquiry by a sup-
portive person seems to viek! the
greatest percentage of positive re-
sponses (14, 26, 39, 47). Some
woman have concerne about having
this sengitive informadton in wiiting in
their records. Others need 10 meet
the provider and form. some judg-
ment of the provider's abiity to em-
(12). Large services may want to ex-
pand their working knowledge
through journal discussions or in-
service programs and o indude the
subject in chart reviews as part of the
peer-review process. Individually, we
can also take advantage of network-
ing relationships with therapists who
treal survivors to ask for sugges-
tions—or we can use the quest for
suggestions as an impetus io network
with therapists in order to develop
our referral resources.

THE IMPLICATIONS OF ASKING

As we change our practice by actively
seeldng to leam if our clients have
been abused, we may fear that this
knowledge will cast a cloud over our
work, that we will lose our positive
orientation to the childbearing
woman. In fact, it is likely that we
have already encountered survivors
n our practice and have been at ieast
dimly aware of these women’s
trauma. By seeking to know for sure,
we will gain the opportunity to pro-
vide more empowering, respectful,
holistic, and clinically on-target care.
We will have the privilege of helping
the survivor take steps toward im-
proving her physical and psycholog-
jcal health for the rest of her kife. In
turn, her increased well-being can
only improve the well-being of her
family of creation. Last, but certainly
not least, by breaking the taboo of
silence about childhood sexual
abuse. we are contributing to the
work of stopping abuse from hap-
pening so that childhood will be
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